Two radiologists independently and blinded to clinical details pre-operatively reviewed the MRI scans of 119 meniscal tears and scored them from 0 to 4 with 1 point for a tear larger than 10 mm within 3 mm of the meniscus synovial junction, greater than 50% thickness and with an intact inner meniscal fragment. Only tears with a score of 4 were considered predictive of reparability. Fifty-eight patients with meniscal tears treated with repair were matched by age and sex with 61 patients whose tears were treated with meniscectomy. The radiologists' ability to correctly estimate reparability was poor.
Comparison of CT and MRI for diagnosis of suspected scaphoid fractures Mallee W, et al.
JBJS (Am) 2011. 93; 20-28
There is a lack of consensus on the optimal imaging technique to confirm scaphoid fractures. A study of 34 consecutive patients with clinically suspected scaphoid fractures formed the study group to test the null hypothesis that CT and MRI have the same diagnostic performance. The imaging studies were performed within 10 days of wrist injury. The reference standard for a scaphoid fracture was 6-week follow-up four view radiographs of the scaphoid. CT/MRI interpretation was performed by a panel of orthopedic surgeons and radiologists by consensus, interpreting the images in random order and in a blinded fashion. The diagnostic characteristics were comparable, with both imaging tests performing better at excluding scaphoid fractures than confirming them and equally subject to false-positive and false-negative interpretations. Because it was unclear whether bone edema on MRI and small unicortical lines on CT represented fracture, the best imaging test remains unresolved on the basis of this study.
Correlation of magnetic resonance imaging to arthroscopic findings of stability in juvenile osteochondritis dissecans Heywood, CS, et al. Arthroscopy (2011 ) 27, 194-199 Between 2004 and 2008 consecutive patients underwent surgery for OCD. Twenty-three patients had adequate MR imaging. A single radiologist, on the basis of MRI described the lesion as stable or unstable and classified each lesion according to a staging system for OCD stability and indicated the absence or presence of four established MRI signs of instability. The findings were compared with arthroscopy. At arthroscopy, 13 lesions were found to be stable and ten were unstable. MRI diagnoses were 21 unstable and two stable, resulting in a sensitivity of 100% and specificity of 15%. When two or more MRI criteria were present, the specificity of lesion instability improved to 92% but the sensitivity dropped to 50% MRI/arthroscopy concordance was 30%. Among the limitations of the study were inclusion of patients only in whom conservative management failed and who underwent surgery, a single radiologist, no control group, variable time between MRI, and surgery. The most common pattern leading to a false-positive interpretation was an area of high signal intensity at the bone-fragment interface.
Early reactive synovitis and osteolysis after total hip arthroplasty Cooper JH, et al. CORR 2011, 3278-3285 Because little is known about intraarticular pathology following THA prior to the radiographic appearance of osteolysis, largely due to imaging limitations, these authors used MR imaging in 31 asymptomatic patients (33 hips) to determine the incidence of early reactive synovitis and osteolysis. The examination was performed at a minimum of 12 months after THA. Reactive synovitis was seen in 13 of 33 patients (39%) and focal osteolysis in one of 33 patients (3%). Synovitis did not correlate with pain, activity level, patient satisfaction, or clinical outcome and did not correlate with radiographic wear at early follow-up. The authors conclude that reactive synovitis is common and asymptomatic at early THA follow-up and do not know its cause or clinical implications.
